Why was the cohort set up?
The Stockholm Public Health Cohort (SPHC) is a population-based cohort study that has been established within the framework of Stockholm County Council public health surveys. Participants (n ¼ 89 268) from three surveys have been pooled and are followed up longitudinally for health, lifestyle and social outcomes via follow-up surveys. In addition, linkage to the Swedish Multi-Generation Register 1 enables identification of relatives. Self-reported data are supplemented with information from Sweden's extensive system of health and administrative registers, regarding study participants and their first-degree relatives. The SPHC allows for life-course and family-based epidemiological studies of a wide range of exposure and health outcomes.
The Stockholm County Council public health surveys are undertaken for health and risk factor surveillance purposes, and the data collected are used in policy formulation, planning and evaluation and resource allocation by policy makers, health care planners and managers. The surveys complement information found in health registers and are tailored to generate information pertinent to political targets in regional public health issues. 2 Conversion of these crosssectional surveys into an ongoing longitudinal study was conceived for research purposes with full support from the Stockholm County Council.
Data collection was managed by Statistics Sweden in collaboration with researchers based at the Department of Public Health Sciences at Karolinska Institutet. Participants gave their informed consent to the preservation of their national registration number, future contacts and record linkages. The constitution of the cohort by a mix of questionnaire and register data was approved by the Stockholm Regional Ethical Review Board (Dnr 2010/1879À31/5; Dnr 2007/545À31).
Who is in the cohort?
The Stockholm County Council's public health population-based surveys took place in 2002, 2006 and 2010, and the respective participants constitute the three sub-cohorts that together comprise the SPHC. At baseline, the surveys involved areastratified, random samples of the population of Stockholm County aged 18- Table 2 .
Data were collected using postal (in 2002) or postaland web-based questionnaires. Data collections in 2002 and 2006 were performed in a similar manner, with a pre-notification letter followed by a postal questionnaire, and at least three reminders of which one contained an additional copy of the questionnaire. In the follow-up survey of 2007, four different data collection strategies were implemented and evaluated for response rate and intensity in web participation. 6 This resulted in a somewhat more web-intensive approach in the data collection 2010 4 when the introductory letter included a URL to the study website and a personal login. Participants were encouraged to enter the study web page, log in and complete a web-based questionnaire. Those who did not respond were offered a postal questionnaire, which was followed by a reminder and then a further reminder including a copy of the questionnaire.
The web responders increased from 13% in 2006 to 40% in the 2010 follow-up and 50% in the newly recruited samples. Individuals aged 565 years were only approached with a postal questionnaire. In 2006, the questionnaire was translated into Arabic, Finnish, Turkish, Farsi, English and Spanish to reduce non-response among immigrants. Those originating from countries where these six languages are official languages and who did not respond to the translated postal questionnaire, were contacted by telephone and invited to complete the questionnaire via telephone interviews in their mother tongue. 7 How often have they been followed up? (Table 3) .
Statistical methods to reduce non-response error by re-weighting for non-response can be applied when, as is the case in Sweden, non-responders can be carefully characterized. 8 A system of weights, designed to re-calculate the population structure with compensation for drop-outs, has been created for the Stockholm Public Health Cohort and is used for more accurate point estimation under the calibration approach. 8 Weights are constructed on the basis of available auxiliary variables from different national registries and their co-variation with survey data. The auxiliary variables include sex, age, country of birth, civic status, income, educational level, sickness allowance and area of residence.
What has been measured?
The SPHC combines self-reported data on numerous health parameters with information on vital exposures and diagnostic information on diseases from health care and administrative registers. The questionnaires are $20 pages long and comprise $100 questions 9 and familial tobacco habits, familial anthropometric measures 10 and familial socio-economic position. Since 2006, the questionnaire has come in two versions: one for those aged between 18 and 64 years and one for persons aged 565 years. The questionnaire for those aged 18-64 years includes an extensive section about the psychosocial and physical working environment. 11, 12 This section is omitted in the questionnaire for the seniors, which instead covers conditions associated with old age, such as impairment of hearing and vision, age-related diseases and loneliness. The available questionnaire data are summarized in Table 4 , and a complete schematic disclosure of the questionnaire-based data collection is included as a Web Appendix (Supplementary Table 1 , available as Supplementary data at IJE online) for this paper. All questionnaires can be downloaded from the study website. 28 Self-reported data are supplemented by extensive information from regional and national registers. Data available from these linkages are summarized in Table  5 . Register information on study participants and their relatives is continuously updated via record-linkage using the national registration number assigned to all residents of Sweden. 38 Registers containing demographic information and census data are kept by Statistics Sweden. These include information on education, housing, occupation and income and employment status. The Multi-Generation Register links all Swedish residents to their parents, allowing for identification of first-degree relatives and more extended family structures. Health registers are kept by the National Board of Health and Welfare, including obstetric and perinatal data on pregnancies and births, somatic and psychiatric diagnoses from hospital admissions, prescribed drug use and a growing number of registers compiling data on diagnoses (e.g. cancer, diabetes, stroke and myocardial infarction). The Stockholm Adult, and Child Adolescent, Psychiatric Care Registers comprise all publically financed psychiatric care (constituting 85% of all psychiatric care 39 ) in Stockholm County, including diagnostic information and assessments of global functioning. Administrative data from the Swedish Social Insurance register comprise information on parental leave, sick leave and disability pensions, including the primary diagnosis recorded according to the International Classification of Diseases (ICD) system. Other registers provide information on crime convictions and social insurance benefits (Table 5) .
What has been found? Key findings and publications
Findings to date predominantly concern causes and consequences of common mental disorders. [40] [41] [42] [43] [44] [45] [46] [47] Based on SPHC, researchers have shown that mild mental distress may be associated with more longterm disability than previously acknowledged. 40 Findings from a study on socio-economic status and onset of depression are detailed in Table 6 , and indicate that occupational class and household income may be respectively more relevant for the development of depression in men and women . 41 These prospective analyses provide evidence against the notion that the low socio-economic status-depression link is explained by reverse causality, i.e. that depression causes downward or impairs upward social mobility. 48 One study concludes that the impact of unemployment on mental distress appears to be greater among men and those living alone. 45 In other areas of research, it has been shown that the social gradient in use of smokeless tobacco is less prominent than in smokers, 43 and that parental leave is considerably more widespread among fathers with stable labour market position, healthy lifestyles and good health. 44 Finally, findings from SPHC indicate that use of smokeless tobacco may have metabolic consequences, including weight gain and onset of obesity. 42 Further studies are ongoing, and more information about these can be found on the study website. 49 Determinants of the increasing mental ill health among young adults 50 is one clear focus. Investigators are also examining the impact of smokeless tobacco on risk of various health outcomes, and whether maternal smoking during pregnancy leads to tobacco use in offspring. Others are conducting lifecourse analyses of the impact of socio-economic status and psychosocial working environment on health and lifestyle. 51, 52 Hand eczema, [53] [54] [55] health-related quality of life, consequences of sick leave, 56 attributes of the living area, lifestyle and injury among the elderly and predictors of alcohol habits 57 are further topics of current investigations.
What are the main strengths and weaknesses?
By using the Swedish Total Population Register as a sampling frame, coverage error was minimized. The cross-sectional data can be used to investigate prevalence of common health characteristics, allowing geographical and socio-economic comparisons. 58 As study participants are followed via these registers and through a series of self-administered questionnaires, the SPHC serves as a growing resource for research of relationships between health and social factors across the lifespan. Early-life determinants of health outcomes can be studied using data from the Medical Birth Register, which includes more than 16 000 individuals of the cohort members. Familial influences can be assessed through information on relatives identified via the Swedish Multi-Generation Register. 1 Linkage to health care registers with diagnostic information and assessments of global functioning allows study of a wide range of morbidity and mortality outcomes, offering further areas of research as the number of events accumulate over time. 59 Longitudinal data have been collected in multiple waves of data collection, offering repeated measures on factors not routinely recorded elsewhere, including self-rated health, BMI, alcohol consumption, smoking habits and physical activity. At baseline, the response rates varied between 56% and 62%, which is relatively high compared with similar surveys. 60 Stockholm is a multi-ethnic society, and some migrant groups are under-represented in the SPHC. Efforts have been made to overcome this problem, such as translating the questionnaire and offering telephone support. 7 The attrition is low, and response rates at follow-up have ranged between 77% and 80% ( Table 3 ). Characteristics that predicted initial participation were also associated with continued participation, i.e. sex, age, income, educational level and country of birth. Although the baseline response rate is comparable (or higher) to similar studies, potential selection bias due to systematic non-response is of concern. In Sweden, aggregated parameters on non-responders can be characterized from registers. Thus, statistical methods of reducing non-response error by re-weighting for non-response can be applied in the SPHC. 8 A limitation of the SPHC is that, at present, the cohort is not sufficiently large for investigations of rare diseases. As study participants are followed, and further person-years under observation are accrued, we expect that such research will become more and more possible over time.
Can I get hold of the data? Where can I find out more?
We encourage use of SPHC as a resource for epidemiological research. The data are available on request. To access the data, a proposal should be submitted to the Steering Committee by an applicant with a PhD or an equivalent degree. Proposals will be scrutinized and granted according to principles of ethical and scientific soundness. Applicants based outside Sweden are required to involve collaborator(s) based in Swedish research institution(s). Costs for data extraction are based on a flat fee and hourly rates for the SPHC database manager. Application can only be granted and data provided after ethical vetting and approval by the Stockholm Ethical Review Board. Information and instructions for applicants are available at the study website. 49 For further inquiries, please contact the principal investigator, Cecilia Magnusson, at Cecilia.Magnusson@ki.se.
Supplementary Data
Supplementary Data are available at IJE online.
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THE STOCKHOLM PUBLIC HEALTH COHORT

KEY MESSAGES
The SPHC is a new platform for life-course and family-based epidemiological studies of a wide range of health outcomes in a contemporary setting.
Results from the SPHC suggest that Low occupational class in men and low income in women are strongly associated with the onset of depression.
Mild mental distress may be associated with more long-term disability than previously acknowledged.
Use of smokeless tobacco may have metabolic consequences, including weight gain and onset of obesity. 
